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Patient activation refers to a per-
son’s ability to manage their health 
and health care. Engaging or acti-
vating consumers has become a 
priority for employers, health plans 
and policy makers. The level of 
patient activation varies consider-
ably in the U.S. population, with 
less than half of the adult popula-
tion at the highest level of activa-
tion, according to a new study by 
the Center for Studying Health 
System Change (HSC) (see Figure 
1). Activation levels are especially 
low for people with low incomes, 
less education, Medicaid enrollees, 
and people with poor self-reported 
health. Higher activation levels are 
associated with much lower levels 
of unmet need for medical care and 
greater support from health care 
providers for self-management of 
chronic conditions.  
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Figure 1
Level of Activation of U.S. Adults, 18 and Older, 2007
Consumers Key to Health Care Reform Efforts
There is a growing consensus that activating and engaging consumers is an essential 
component to health care reform in the United States. The health care choices of 
individual consumers and daily management of their own health can profoundly 
affect health care utilization, costs and outcomes. While there are sharp differences 
between advocates of a strong government role in health care reform and those who 
believe reform should be achieved primarily through the private sector, most health 
care reformers at least acknowledge that improvements in quality, cost containment 
and reductions in low-value care will not occur without more informed and engaged 
consumers and patients. Payment reform and structural changes to care delivery only 
address one side of the equation. The other side is consumers and patients becoming 








Level 4           
(most activated)
Note: Four levels of patient activation have been identified through the Patient Activation Measure (PAM). At 
Level 1, the least-activated level, people tend to be passive and may not feel confident enough to play an active 
role in their own health.  At Level 2, people may lack basic knowledge and confidence in their ability to manage 
their health. At Level 3, people appear to be taking some action but may still lack confidence and skill to sup-
port all necessary behaviors.  At Level 4, the most-activated level, people have adopted many of the behaviors to 
support their health but may not be able to maintain them in the face of life stressors.
Source: HSC 2007 Health Tracking Household Survey
2more informed decision-makers and man-
agers of their health.
From a policy perspective, this rep-
resents a serious challenge, with limited 
evidence and few strategies available to 
achieve this end. A first step is to under-
stand what it means to be activated and 
engaged and the current extent of activa-
tion in the U.S. population. This Research 
Brief examines patient activation, how it 
varies by key socioeconomic characteris-
tics, and how activation is related to other 




Activation refers to people’s ability and 
willingness to take on the role of man-
aging their health and health care. The 
Patient Activation Measure (PAM) was 
designed to assess an individual’s knowl-
edge, skill and confidence in managing 
their health.1 The PAM consists of a 
13-item scale that asks people about their 
beliefs, knowledge and confidence for 
engaging in a wide range of health behav-
iors (see Appendix). Based on responses 
to the 13-item scale, each person is 
assigned an “activation score.” 
The PAM has been shown to be a 
valid measure of activation. For example, 
individuals identified as highly activated 
according to the measure are more likely 
to obtain preventive care, such as health 
screenings and immunizations, and to 
exhibit other behaviors known to be bene-
ficial to health. These include maintaining 
good diet and exercise practices; self-man-
agement behaviors, such as monitoring 
their condition and adherence to treat-
ment protocols; and health information 
seeking behaviors, such as asking ques-
tions in the medical encounter and using 
quality information to select a provider.2 
Most importantly, studies show that 
activation is changeable over time. One 
study showed that gains in activation 
over a six-month period were followed by 
improvements in several health-related 
behaviors.3 Another study showed that 
consumers who get support for being 
proactive about their health from their 
care team, from their coworkers and 
supervisors, and from friends and family 
tend to be more activated and to engage in 
healthier behaviors and choices.4    
Activation Levels in the 
U.S. Population 
Prior research using the PAM has relied 
on relatively small samples or groups, 
such as health plan enrollees, Medicaid 
enrollees in several local areas, and older 
adults with chronic conditions. HSC’s 
2007 Health Tracking Household Survey 
is the first large nationally representative 
survey to include the PAM to assess the 
level of activation in the U.S. population 
(see Data Source).
Research on patient activation sug-
gests that individuals go through phases or 
levels on their way to becoming effective 
self-managers. These levels are also useful 
for designing interventions to help people 
improve their ability to self-manage. 
Four levels of activation based on the 
individual’s overall activation score have 
been identified. At the first or lowest level, 
people tend to be passive and may not feel 
confident enough to play an active role 
in their own health. At the second level, 
people may lack basic knowledge and 
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confidence in their ability to manage their 
health. At the third level, people appear to 
be taking some action but may still lack 
confidence and skill to support all necessary 
behaviors. At the fourth level, people have 
adopted many of the behaviors to support 
their health but may not be able to maintain 
them in the face of life stressors.
Less than half of all adults in the United 
States (41.4%) are in the highest level of 
activation, according to findings from 
HSC’s 2007 Health Tracking Household 
Survey. Even at this level, people still strug-
gle to maintain healthy behaviors but tend 
to have the skills and confidence to manage 
their health in a more proactive way. On 
the other hand, relatively few people (21%) 
are in the lowest levels of activation (Levels 
1 and 2), where basic skills and knowledge 
are lacking.5  
Activation Levels Vary by 
Population and Health 
Status Characteristics
There is a substantial amount of varia-
tion in activation levels across the U.S. 
population. Those who are younger, more 
educated and have higher incomes tend to 
be more activated (see Table 1). Similarly, 
those with private health insurance tend 
to have higher activation than those with 
Medicaid or those with only Medicare. 
Racial and ethnic differences in activation 
are also apparent, with Hispanics having 
much lower activation levels compared 
with other groups. 
less than half of all adults in the united states (41.4%) are in the high-
est level of activation. even at this level, people still struggle to main-
tain healthy behaviors but tend to have the skills and confidence to 
manage their health in a more proactive way.
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Table 1 
Level of Activation, U.S. Adults 18 and Older, by Selected Characteristics, 2007
Level 1
(least activated)




All adults 6.8% 14.6% 37.2% 41.4%
Age
18-34 6.0# 14.0# 39.3 40.7# 66.1#
35-44 7.8 14.2 36.0# 42.0# 65.0
45-64 6.8# 14.7 34.0# 44.6# 65.0
65-74 5.2# 14.8 40.4 39.6# 66.9#
75+ (R) 9.2 17.6 42.9 30.4 63.7
Gender
Male (R) 6.8 14.3 38.6 40.3 64.8
Female 6.8 14.9 36.0# 42.4 65.9#
Family Income
< 100% of poverty (R) 8.9 19.6 43.6 27.9 65.0
100-199% of poverty 10.5 19.4 38.0 32.2# 64.2
200-399% of poverty 6.7 14.6# 38.2# 40.5# 65.0
400% of poverty and higher 5.0# 11.6# 34.6# 48.9# 66.2#
Educational Attainment
0-11 years 9.7# 21.3# 45.8# 23.2# 62.3#
12 years 8.5# 15.4# 39.3# 36.9# 64.1#
13-15 years 5.2 13.9# 35.9# 45.0# 66.0#
16+years (R) 4.7 10.5 31.0 53.9 68.2
Health Insurance Coverage
Age 65+
Medicare Only 9.0 18.3 43.9# 28.8 63.4
Medicare and other        
insurance 6.6# 15.5# 41.0 36.9 63.9
Less than age 65
Private insurance 4.4# 11.9# 36.0 47.7# 66.6#
Medicaid/other state        
coverage 12.5 17.0 40.6 29.9 63.5
Other coverage 7.8 20.2 35.4 36.7 64.2
Uninsured (R) 10.8 19.9 36.6 32.8 63.9
Race/ethnicity
White (R) 5.7 13.1 36.0 45.3 66.2
Black 9.8# 15.2 35.5 39.5# 65.0
Hispanic 8.6# 21.3# 45.2# 24.8# 62.6#
Other 10.0# 16.2 36.4 37.5# 63.2#
# Difference with reference group as designated by (R) is  statistically significant at p< .05 level.   
Note: Adjusted estimates of overall activation based on OLS regression, with PAM score as the dependent variable and all variables in the table included as independent variables.
Source:  HSC 2007 Health Tracking Household Survey
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Data Source
The data for this report are from the HSC 2007 Health Tracking Household Survey, a 
nationally representative telephone survey of the civilian noninstitutionalized U.S. pop-
ulation sponsored by the Robert Wood Johnson Foundation. The sample includes about 
17,800 persons, including about 15,500 adults age 18 and over. The response rate for the 
survey was 43 percent. Population weights adjust for probability of selection and differ-
ences in nonresponse based on age, sex, race/ethnicity and education.  Information was 
obtained on all adults in the family as well as a randomly selected child.   
The 13-item Patient Activation Measure (PAM) was asked of all adults age 18 and 
over and was self-reported. Although the PAM was originally designed to be used for 
persons with chronic conditions, a slightly modified version was developed for persons 
with no chronic conditions (see Appendix). Persons in the survey were asked whether 
they had one or more of 10 common chronic conditions, including diabetes, arthritis, 
asthma, chronic obstructive pulmonary disease, hypertension, other heart disease, 
cancer, skin cancer, depression or uterine bleeding. Persons who reported one or more 
of these conditions were asked the original PAM version (i.e. for persons with chronic 
conditions), while those who did not have any of the 10 conditions were asked the 
modified PAM questions (i.e. for persons with no chronic conditions).   
Both versions of the PAM questions use Likert-type response categories, including 
strongly agree, agree, disagree and strongly disagree.  Persons who reported “not appli-
cable,” “don’t know” or “refused” on more than half of the PAM scale items (7 or more) 
were dropped from the analysis. In addition, persons who replied “strongly agree” or 
“strongly disagree” on all 13 items were considered outliers and also excluded from the 
analysis.  After these omissions, responses for about 13,500 adults were used to con-
struct the PAM scale. Construction of the scale involved computing a “raw score” by 
summing the responses to all 13 questions. For persons who were missing one or more 
PAM items, the raw score was obtained by dividing the sum of the scores for the non-
missing items by the number of non-missing items. Using the established methodology 
for the PAM, an activation score from 0-100 was assigned to each person based on their 
raw score.   
Identifying levels of activation is based on whether an activation score falls within a 
previously determined range of scores. Level 1, the lowest level of activation, includes 
activation scores of 47 or lower; Level 2 includes scores of 47.1 to 55.1; Level 3 includes 
scores of 55.2 to 67.0; and Level 4 (the highest activation level) includes scores of 67.1 
or above.
Most of the differences in activation by 
education, race/ethnicity, age and insur-
ance coverage remain after controlling for 
other characteristics. The one exception 
is that income differences narrow con-
siderably after controlling for education, 
meaning that most of the income differ-
ence in activation reflects differences in 
educational attainment that are correlated 
with income. 
 Activation also varies by the type and 
number of chronic conditions, as well as 
other measures of health status. Overall, 
people with chronic conditions are more 
likely to have lower levels of activation—
about 26% in Level 1 or 2—compared 
with people without any chronic condi-
tions—about 18% in Level 1 or 2 (findings 
not shown).  
However, among people with chronic 
conditions, there are considerable differences 
by condition and other health characteristics. 
For example, people with depression tend to 
be the least activated, while those with cancer 
tend to have higher activation (see Table 2). 
People with multiple chronic conditions, who 
report their health as fair or poor and who 
are obese are less activated than people with 
a single condition or those with better health 
indicators.  
However, the adjusted activation scores 
indicate that after accounting for differ-
ences in health status, obesity and other 
characteristics, people with multiple chronic 
conditions tend to have higher activation 
scores compared with those with only a 
single chronic condition. All other things 
being equal, having multiple conditions may 
necessitate greater self-management and 
more careful monitoring of one’s own health. 
Moreover, health care providers may be more 
proactive about teaching self-management 
skills to patients with multiple conditions.  
To some extent, activation reflects the 
degree to which one feels “in charge” of one’s 
own health. People with more resources in 
the form of education and income score 
higher on the activation measure, while peo-
ple who have experienced repeated failures 
in their ability to manage their health, such 
as those who are obese or who smoke, score 
lower.
It is important to note that it is dif-
ficult to discern the direction of causality 
in the observed relationships as the data 
were collected at a single moment in time. 
Longitudinal data are needed to determine 
whether poor health status causes lower 
activation, or whether low activation and 
passivity contribute to poorer health. Likely 
the causality operates in both directions, 
although low activation resulting from poor 
health may lead to a vicious cycle that pre-
cludes behaviors that could improve health.  
Moreover, while there are significant asso-
ciations between demographic and health 
status characteristics and activation levels, 
there is also considerable variation in 
activation within categories of education, 
income and health status. For example, 
while there is a strong correlation between 
education level and activation, 15 percent 
of college graduates are in the lowest two 
levels of activation, while 23 percent of 
those with less than a high school educa-
tion are in the highest level of activation. 
This suggests both that lower educational 
attainment need not be a barrier to higher 
activation and that knowing the socio-
economic characteristics of a population 
is insufficient to identify their activation 
level.
Activation Levels and 
Health Care System 
Experiences 
Ultimately, the value of more highly acti-
vated patients is that it will lead to better 
health outcomes and health practices. For 
example, prior research has shown that 
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Table 2 
Level of Activation, U.S. Adults with Chronic Conditions, 2007
Level 1
(least activated)




All persons with chronic 
conditions 8.6% 17.3% 33.9% 40.1% 64.2
Selected conditions
Diabetes 7.9 18.9 35.3 37.9 65.3*
Arthritis 11.2* 19.1 32.2 37.5* 63.2*
Asthma 8.1 16.8 32.5 42.7 64.8
Hypertension 9.6 18.5 34.2 37.7* 63.5*
Heart Disease 11.6 18.9 34.0 35.5* 64.0
Cancer 7.8 12.2* 34.5 45.5* 65.8
Depression 12.6* 21.1* 29.4* 36.8* 62.1*
Multiple conditions
1 condition (R) 7.0 16.1 35.1 41.8 63.2
2 conditions 9.0 18.4 33.0 39.6 64.9#
3 or more conditions 11.7# 19.8 32.6 35.9# 66.0#
Perceived health status
Excellent, very good 3.3# 11.7# 32.6 52.4# 68.1#
Good 7.1# 17.7# 37.8# 37.5# 63.6#
Fair or poor (R) 15.4 22.7 31.6 30.2 61.0
Current smoker
Yes 14.7# 17.4 33.3 34.6# 63.4
No (R) 6.9 17.3 34.0 41.8 64.5
Body mass index
Normal weight or under-
weight (<25) 8.9 15.4# 32.7 43.0# 64.9#
Overweight (25-29.9) 6.7# 16.3 35.7 41.3# 64.8#
Obese (30 and over) (R) 10.1 19.6 32.9 37.4 63.3
*Difference with person who does not have condition is statistically significant at p<.05 level.
#Difference with reference group as designated by (R) is statistically significant at p<.05 level.   
Note: Adjusted estimates of overall activation based on OLS regression, with PAM score as the dependent variable and all chronic condition and health status variables in the table included as indepen-
dent variables, in addition to demographic and socioeconomic characteristics (from Table 1).
Source:  HSC 2007 Health Tracking Household Survey
higher levels of activation are associated 
with higher levels of preventive health 
behaviors and preventive care, as well 
as increased self-management of health 
conditions.6 Part of being more activated 
is seeking and using relevant health infor-
mation. For example, those who are more 
activated are more likely to report that 
they read about possible side effects when 
they get a new prescription drug. Ninety-
four percent of those at the highest level of 
activation read about possible side effects, 
compared with 74 percent of the least acti-
vated (findings not shown).    
Crucial to positive health outcomes 
is the ability to obtain needed health 
care services.  While health policy often 
focuses on the financial and health 
insurance coverage barriers to obtaining 
needed medical care, it is likely that more 
highly activated patients have greater suc-
cess in navigating a highly complex and 
often confusing health care system. For 
example, people with chronic conditions 
who are at lower levels of activation are 
much more likely to report unmet medi-
cal needs, to delay care and to have unmet 
prescription drug needs (see Table 3). Less 
activated people are also somewhat less 
likely to have a usual source of care. These 
differences remain even after controlling 
for socioeconomic and health status and 
likely reflect the more passive approach 
that people at lower levels of activation 
often take in managing their health. These 
findings also may indicate that those who 
are less activated are more vulnerable to 
barriers to care and are more easily dis-
suaded from taking action when faced 
with financial or health system barriers.
At the same time, people with chronic 
conditions who are more activated appear 
to get more support from their providers 
in managing their health. For example, 
83.6 percent of those at the highest activa-
tion level reported that their health care 
provider helped them set goals to improve 
their diet, compared with 48.3 percent at 
the lowest activation level (see Table 4). 
Highly activated patients also were more 
likely to report that their provider helped 
them set goals for exercise and taught 
them how to self-monitor their condition. 
In sum, more activated patients appear to 
have more positive and supportive health 
care experiences. As the direction of cau-
sality is unclear, this may either reflect 
highly activated people being more adept 
at choosing more supportive health care 
providers that will give them the care they 
need, or that greater support from provid-
ers contributes to higher activation levels 
in patients.
Discussion and Policy 
Implications
Activated consumers take a proactive 
approach to managing their health and 
health care. Activation level is a reflection 
of the individual’s beliefs about their role 
in managing their health, as well as their 
knowledge and confidence for doing so. 
This is a much broader view of con-
sumer activation than is often the focus 
of consumer-directed health plans, which 
primarily seek to increase consumer cost 
sensitivity. From a policy perspective, cost 
sensitivity by itself may be a necessary 
but not sufficient condition for greater 
consumer engagement. Indeed, increased 
cost sensitivity is but one manifestation 
of a more activated consumer, in which 
personal resourcefulness, education and 
motivation are necessary preconditions for 
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Activated consumers take a 
proactive approach to manag-
ing their health and health care. 
activation level is a reflection of 
the individual’s beliefs about their 
role in managing their health, 
as well as their knowledge and 
confidence for doing so.
Table 3 
Access to Care by Activation Level, U.S. Adults with Chronic Conditions, 2007




Level 2 Level 3 Level 4
(most activated)
Regular source of care 91.0% 88.4% 88.5%* 91.3% 92.4%
Unmet medical need 12.2 26.8* 15.2* 10.2 9.4
Delayed care 15.5 47.1* 39.1* 30.2* 25.2
Did not get prescription 
drugs due to cost 21.0 37.4* 26.3* 19.9 20.0
*Difference with Level 4 is statistically significant at p<.05 level.
Note: All estimates are based on regression-adjusted means that control for the following variables:  age, gender, family income, education, health insurance coverage, race/ethnicity, number of chronic 
conditions, perceived health status, body mass index, urban vs. rural residence, and census region.
Source:  HSC 2007 Health Tracking Household Survey
seeking information on cost, quality and 
other important aspects of health care. A 
particularly striking finding is that higher 
activation levels are associated with much 
fewer problems with access to care, even 
when controlling for insurance coverage and 
income, which may reflect greater resource-
fulness among more highly activated people 
in navigating the complexities of the health 
care system and overcoming barriers.     
The findings indicate that activation 
levels differ considerably across socioeco-
nomic and health status characteristics. 
Because activation levels are linked to 
important outcomes, such as seeking care, 
seeking information and health behaviors, 
and because it is a changeable attribute, it is 
a potentially important lever for change.
Other research indicates that people 
who live, get their health care and work 
in supportive environments that enable 
proactive health behaviors tend to be more 
activated.7 Although it is not possible to 
determine the direction of causality, one 
interpretation of the findings in this study 
is that support from physicians—teaching 
patients how to monitor or set up an exer-
cise plan—stimulates patient activation. If 
this is correct, then encouraging this type 
of physician support may be a productive 
pathway for increasing activation. This may 
be particularly important for those at lower 
levels of activation, who not only engage 
in fewer health promoting behaviors, but 
also tend to be passive with regard to their 
health care. These individuals are par-
ticularly at risk for declines in health and 
inadequate health care. That less-activated 
individuals are disproportionately repre-
sented in racial and ethnic minority groups 
suggests that attention to this attribute is 
a possible avenue to closing some of the 
racial and ethnic disparities in health.
Perhaps the main question for policy 
makers is what—if anything—can be done 
from a policy perspective to increase levels 
of patient activation. Because activation is 
changeable and provider support appears 
to be a factor, incentivizing or holding 
health care delivery systems and providers 
accountable for patient gains in activation 
is a possible policy direction.  
 In particular, some models of delivery 
are more amendable to supporting patient 
activation than others. For example, the 
medical home model, where patient-cen-
tered care is the focus and where a func-
tioning medical team provides coordinated 
care, customizing care to support activation 
is possible. Similarly, in community health 
centers, where there are dedicated staff 
for supporting patient self-management, 
explicit support for activation could be 
provided.
On the other hand, the study results 
should give pause to policy makers who 
are promoting consumer-directed health 
care in the Medicaid program. For example, 
Indiana became the first state in 2008 
to implement a high-deductible plan 
and health savings account program for 
some uninsured and Medicaid enrollees 
under the President’s Affordable Choices 
Initiative.  Other states, including Florida, 
West Virginia, Kentucky and South 
Carolina, also have experimented with vari-
ous types of consumer-directed care mod-
els in their Medicaid programs, with the 
objective of incentivizing enrollees to take 
more responsibility—and risks—for their 
health care utilization.  
However, people enrolled in Medicaid 
are among the least-activated patients 
among all insurance groups, which reflects 
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Perhaps the main question 
for policy makers is what—if 
anything—can be done from a 
policy perspective to increase 
levels of patient activation.
Table 4 
Self-Management Support from Health Care Providers by Activation Level, U.S. Adults with Chronic Conditions, 2007




Level 2 Level 3 Level 4
(most activated)
Health care provider helped 
them to set goals to improve 
their diet
75.7% 48.3%* 65.3%* 78.6%* 83.6%
Health care provider helped 
them to set goals for exercise 70.5 43.5* 61.6* 73.6* 77.7
Health care provider taught 
them how to self-monitor 
their condition
76.6 42.2* 66.5* 80.9* 84.7
*Difference with Level 4 is statistically significant at p<.05 level.
Note: All estimates are based on regression-adjusted means that control for the following variables:  age, gender, family income, education, health insurance coverage, race/ethnicity, number of chronic 
conditions, perceived health status, body mass index, urban vs. rural residence, and census region.
Source:  HSC 2007 Health Tracking Household Survey
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both lower educational levels and lower 
socioeconomic status. The findings suggest 
that efforts to increase patient responsibility 
in the Medicaid program will only succeed 
if they are accompanied by vigorous efforts 
to educate enrollees and increase their lev-
els of activation.   
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Appendix
The 13-Item Patient Activation Measure Used in the 2007 HSC Health Tracking Household Survey
Chronic Condition Version Non-Chronic Condition Version
1.  Taking an active role in my own health care is the most impor-
tant factor in determining my health and ability to function.
1.  Taking an active role in my own health care is the most 
important factor in determining my health and ability to func-
tion.
2.  When all is said and done, I am the person who is responsible 
for managing my health condition(s).
2.  When all is said and done, I am the person who is respon-
sible for managing my health.
3.  I know what each of my prescribed medications does. 3.  I know what each of my prescribed medications does.
4.  I am confident that I can follow through on medical treatments 
I need to do at home.
4.  I am confident that I can follow through on medical treat-
ments I may need to do at home.
5.  I am confident I can tell my health care provider concerns I 
have even when he or she does not ask.
5.  I am confident that I can tell a doctor concerns I have, even 
when he or she does not ask.
6.  I am confident that I can tell when I need to go get medical care 
and when I can handle a health problem myself.
6.  I am confident that I can tell when I need to go get medical 
care and when I can handle a health problem myself.
7.  I am confident that I can take actions that will help prevent or 
minimize some symptoms or problems associated with my health 
condition(s).
7.  I am confident that I can take actions that will help prevent 
or minimize some symptoms or problems associated with my 
health.
8.  I understand the nature and causes of my health condition(s). 8.  I understand the nature and causes of my health problems.
9.  I know the different medical treatment options available for my 
health condition(s).
9.  I know the different medical treatment options available for 
my health conditions.
10.  I know how to prevent further problems with my health 
condition(s).
10.  I know how to prevent problems with my health.
11.  I have been able to maintain the lifestyle changes for my health 
that I have made.
11.  I have been able to maintain the lifestyle changes for my 
health that I have made.
12.  I am confident that I can figure out solutions when new situa-
tions or problems arise with my health condition(s).
12.  I am confident that I can figure out solutions when new 
situations or problems arise with my health.
13.  I am confident that I can maintain lifestyle changes, like diet 
and exercise, even during times of stress.
13.  I am confident that I can maintain lifestyle changes, like diet 
and exercise, even during times of stress.
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